Depression and anxiety continue to be among the most common mental disorders. This study looked at three tracks of participants diagnosed with a mood disorder. The three tracks were Cognitive Therapy (CT), Mindfulness Training (MT), and Treatment As Usual (TAU). All participants had been trained in CT and then randomly separated into three groups. These three tracks were assessed at 3, 6, and 12 months in terms of their stated level of depression (measured on the Beck Depression Inventory) and anxiety (measured by the Beck Anxiety Inventory). This study was a follow-up to two previous studies (Alexander et al., 2012; Alexander & Tatum, 2013). In the current study, the participants reported the tools and skills they used to manage their mood and anxiety and then the effectiveness of these tools/skills was examined. Two tools were identified by three independent coders as the most frequently used by the participants. Both of these tools related to thought management ("thought records" and "thought distortions"). The two tools were combined into a single category ("thought tools") and the frequency of their use was examined in relation to reductions in depression and anxiety. The results showed that a high use of these tools was connected to a significant reduction in reported depression. There was also a reduction in reported anxiety, but this effect was not statistically significant. Other tools that were reported (e.g., mood tracking, relaxation) showed no significant effects on depression and anxiety. Future research will now focus not on reported tool use, but rather on manipulating the incidence of tool use and determine the direct causal path between using a thought tool and reductions in negative moods.
Introduction
Depression and anxiety are worldwide health problems. Recent statistics from the World Health Organization (2012) place depression as the leading cause of disability worldwide and affecting 350 million people of all ages and refers to depression and anxiety as two of the most prevalent non-communicable disorders. The Anxiety and Depression Association of America (2014) identify anxiety disorders as the most common disorder in the United States, affecting 40 million adults 18 and older and major depression affecting 14.8 million American adults.
Depression, Anxiety, and Cognitive Therapy
Studies on depression identify this mental disorder as treatable and research on Cognitive Therapy (CT) reveals a reduction in relapse and reoccurrence (Bockting et al., 2005; Fava, Grandi, Zielezny, Canestari, & Morphy, 1996; Jarrett et al., 2001; Paykel et al., 1999) . A complicating factor is the repeated relapse rates of 80% -90% (Chen, Jordan, & Thompson, 2006; Judd, 1997) with the risk of chronic incapacity (Kennedy, Abbott, & Paykel, 2003) . The theory around CT is that the more the patients identify the relationship between their thoughts, feelings, and behavior, the better they will be able to modulate their emotional distress. Skills are taught with the supposition that if they acquire, comprehend, and practice these skills, they will have a reduction in symptoms. Although patients are taught CT skills, there are few measures available that assess how these tools promote cognitive and behavioral change. Some studies have identified measures to recognize the patients' awareness of automatic thoughts (Wright et al., 2002) or the comprehension and usage of the CT skills (Strunk, DeRubeis, Chiu, & Alvarez, 2007) . One group of researchers (Jarrett, Vittengl, Clark, & Thase, 2011) developed their own measure to assess patients understanding and use of CT skills. Their findings supported their hypothesis that CT skills acquisition predicted a reduction in depressive symptoms.
Other research has demonstrated the efficacy of CT in reducing anxiety. For example, Wells (2002) viewed rumination as leading to avoidant behaviors and anxious thoughts. Matthew & MacLeod (2005) associated anxiety with automatic thoughts that the individual feels is out of their control. The relationship between negative interpretation and a vulnerability toward developing an anxious mood was supported by Salemink, van den Hout, and Kindt (2010).
Mindfulness
The introduction of mindfulness into the CT model in prevention of relapse from depression was explored by Segal, Williams, & Teasdale (2002) . Clinical applications of mindfulness had already been adopted into therapeutic approaches such as Dialectical Behavioral Therapy (Linehan, 1993) and Acceptance and Commitment Therapy (Hayes, Strosahl, & Wilson, 1999) . Kabat-Zinn (1994) developed Mindfulness-Based Stress Reduction (MBSR) for pain management, yet MBSR began to be used for multiple chronic illnesses. Examples include eating disorders (Courbasson, Nishikawa, & Shapira, 2011; Trapper et al., 2009) , anxiety disorders (Roemer, Orstillo, & Salters-Pedneault, 2008) , posttraumatic stress disorder (Owen, Walter, Chard, & Davis, 2012; Wolfsdorf & Zlotnick, 2001) , and substance abuse (Courbasson, Nishikawa, & Shapiro, 2011) . Deyo, Wilson, Ong, & Koopman (2009) also found MBSR to have a decrease in rumination in individuals with depressive symptoms. Hofman, Sawyer, Witt, & Oh (2010) reviewed studies of participants receiving mindfulness based treatment for a range of conditions. Their finding found a significant anxiety reduction and mood symptom improvement. Keng, Smoski, & Robins (2011) also demonstrated mindfulness in managing depression and anxiety by identifying ruminations and other cognitive processes which exacerbate and maintain the symptoms.
Mindfulness awareness has been shown to enhance one's sense of well-being by learning to modulate emotions effectively (Lau et al., 2006) . The principles of mindfulness have enjoyed increased attention in the psychological literature and psychotherapy practice, moving from a Buddhist concept of understanding mental processes of impermanence, non-attachment, and letting go (Khong, 2009 ) to a mainstream construct in therapy viewing the subjective, fluid, and temporary nature of mental states that impact emotional regulation and cognitive flexibility (Wallin, 2007) .
The purpose of this study was to identify if there were specific tools that the patients learned that they continued to use to manage their depression and anxiety to prevent relapse. This is an exploratory sequential mixed (qualitative and quantitative) method approach (Creswell, 2014) designed as a follow-up investigation of two previously published studies (Alexander et al., 2012; Alexander & Tatum, 2013) . In Alexander et al., 2012, mindfulness practices and cognitive therapy were found to reduce depression and increase mindful and generalized self-efficacy in two tracks which continued to be trained in these tools post discharge from an outpatient program for depression. In Alexander & Tatum, 2013 , the study utilized qualitative statements from participants on which of the cognitive therapy and/or mindfulness tools they consistently used to manage their symptoms of depression. From 17 tools/skills identified, three sets of tools were used consistently and significantly across all three tracks. These were a) catching and refuting thought distortions; b) examining thought records; and c) an activity schedule (GRAPES).
Method

Research Setting and Design
This study originated at a West Coast psychiatric hospital outpatient program in a large urban city. Patients were assigned to three treatment tracks and followed at regular intervals for up to one year after discharge from the Cognitive Intensive Outpatient program (COGIOP). The COGIOP was attended by adults whose primary diagnosis was a Mood Disorder and often a step down from inpatient hospitalization. The primary treatment modality for the COGIOP was CT and patients typically attended the five day a week program for six weeks. The three treatment tracks that followed the COGIOP were a) a continuation of CT; b) Mindfulness Training (MT); and c) Treatment as Usual (TAU). Patients were administered two questionnaires (for reported depression and anxiety) and asked two open-ended questions (about the use of cognitive tools) at 3, 6, and 12 months.
Participants
The participants were 201 patients who attended the COGIOP for at least 20 sessions. All were diagnosed with at least one episode of Major Depression or Bipolar Disorder, Currently Depressed, as defined by the Diagnostic and Statistical Manual of Mental Disorder-IV-TR (American Psychological Association, 2000). Current levels of depression were less than 20 on the Beck Depression Inventory (Beck, Steer, & Brown, 1996) . This cut-off score was seen as an indication of the participants' capacity to concentrate and be able to focus on mindful exercises. The demographic information was collected separately and only 82 of the 201 responded. Of these individuals, forty-five percent were between 38 and 52 years of age, 72% were female, 40% married, 83% Caucasian, and 54% Christian. All had at least a high school education and 66% had a bachelor's degree or higher. One hundred percent were diagnosed with a Mood Disorder (80% Major Depression and 20% Bipolar, Currently Depressed). Fifty-two reported an additional diagnosis of an Anxiety Disorder, 52% had had seven or more bouts of depression prior to the COGIOP, 89% were still on antidepressant medication, and 9% had been hospitalized since they left the program.
Measures
Beck Depression Inventory (BDI). The BDI (Beck et al., 1996 ) is a 21-item self-report questionnaire that measures attitudes and symptom characteristics of the diagnosis of depression. Patients rated these symptoms such as "I don't sleep as well as I used to" or "I cry all the time now" on a scale of 0 (not at all) to 3 (all the time). Patients can score between 0 -63. Participants in the aftercare tracks were required to have a BDI less than 20 at the day of discharge to be in the study. Scores ranged from zero (0) to three (3) when averaged across all 21 items. The BDI was completed at discharge from the COGIOP and at 3, 6, and 12 months.
Burns Anxiety Inventory (BAI). The BAI (Burns, 1999 ) is a 33-item self-report questionnaire that measures subjective expressions of anxiety emotionally (e.g., "feeling tense, stressed, 'uptight' or on edge"), cognitively (e.g., "difficulty concentrating"), and physically (e.g., "pain, pressure or tightness in the chest"). Each item is rated on a 0 (not at all) to 3 (a lot) scale. Patients can score between 0 -99. Scores ranged from zero (0) to three (3) when averaged across all 33 items. The BAI was also completed at discharge from the COGIOP and at 3, 6, and 12 months.
Open-Ended Questions. All of the participants were followed up with a survey mailed to them at 3, 6, and 12 months, in a return self-addressed stamped envelope. The survey consisted of two open-ended, qualitative questions:
1) Have you continued to use cognitive tools which you learned in the program and/or in the four Monday evening sessions? If so, which tools have you continued to use?
2) Are you practicing mindfulness? If so, how often and what types of practice are you using?
Procedure
Patients who attended a minimum of 20 treatment days in the COGIOP and had a BDI score less than 20 were eligible for this aftercare study. All of the patients volunteered, signed an informed consent, and were randomly assigned to one of three tracks. The first track was the CT track. Patients assigned to this track attended a three hour, once a week session for four weeks with a focus on relapse prevention. Their format was the same as the COGIOP, where the first hour was psycho-educational followed by a 15 minute break and a 1 hour 45 minute group session. Patients reviewed CT techniques and skills. This track was taught by therapists trained in the principles of CT.
The second track was the MT. Participants attended a three hour, once a week for four weeks session, where the focus was on learning mindfulness practice. All of the participants in this track engaged in three hour mindfulness education and practice and listened daily to a 30-minute CD which consisted of mindful breathing exercises and focused on sensations in various parts of their bodies with awareness and non-judgment. Patients were further educated to mindfulness principles of letting go, staying in the present, and viewing thoughts as mental events and not facts. This track was facilitated by trained therapists with their own mindfulness practice.
The third track was the TAU and was comprised of patients who were discharged from COGIOP and followed up with outpatient therapists and/or psychiatrist.
Three independent coders, who were knowledgeable in the COGIOP program, read the patients responses to the open-ended items on the survey and placed them into 17 tool categories. The inter-rater agreement for the coders was between 80% -90%. For a complete list and description of the 17 categories, refer to Alexander and Tatum (2013) and Appendix C. Table 1 is based, in part, on results reported by Alexander and Tatum (2013) and displays the average BDI, average BAI, and the two most frequent tools reported by the CT, MT, and TAU study participants across 3, 6, and 12 months. The tools are listed according to the percentage of times they were reported. Two sets of tools stood out as being used consistently across all three tracks (CT, MT, and TAU). These standouts were Thought Records (named as the most frequently used tool four times) and Thought Distortion (named as the most frequently used tool three times). Direct quotations from patients' surveys are included in Appendix A and more detail on the tools are in Appendix B.
Results
The reporting of Thought Records and Thought Distortion as frequently used tools does not mean, however, that these tools were useful in helping to reduce depression or anxiety. Therefore, we did an analysis of the effectiveness of these tools. The strategy for these analyses was to examine whether low, moderate, and high use of the thought tools (Thought Records and Thought Distortions) was related to changes in depression or anxiety. First, we combined the Thought Records and the Thought Distortions into a single tool (what we called the "Thought Tools"). Then, we divided the Thought Tools into low, moderate, and high use categories. We defined these categories such that there were roughly equal numbers of patients in each category for the CT, MT, and TAU tracks. Specifically, low use of the tools was defined as selecting the tool, on average, zero or one time only, moderate use was when the average selection of the tool was more than once but not more than two times, and high use was three or more selections on average. We then performed an analysis of covariance (ANCOVA) with the average depression (BDI) for month three as the dependent variable and the pretest for anxiety (BAI) as the covariate. (We did not analyze the 6 and 12 month BDIs because attrition reduced the sample sizes and the data became unstable.) We performed another ANCOVA with the average anxiety (BAI) for month three as the dependent variable and the pretest depression (BDI) as the covariate (again, months 6 and 12 were unstable). Both ANCOVAs (See Table 2 ) used Treatment Track (CT, MT, and TAU) and Thought Tools (low, moderate, and high) as independent variables.
The results of the two ANCOVAs showed that the use of the tools did have a significant effect on depression but not on anxiety. The first ANCOVA, using depression as the dependent variable, revealed an interaction between Treatment Track and Thought Tools (F [4, 73] = 2.56, p < .05, MSE = .196, . Close inspection of the results indicated that increasing use of the tools had a large effect on the CT patients, a somewhat smaller effect on the MT patients, and no effect at all for TAU. Specifically, the increasing use of the Thought Tools lowered the reported depression for CT and MT, but had no effect for TAU. The second ANCOVA, using anxiety as the dependent variable, did not reveal an interaction between Treatment Track and Thought Tools (F [4, 73] = 1.78 p > .05, MSE = .264, Eta-square = .09). Close inspection of the results showed a pattern similar to that of depression (i.e., a larger effect for the CT track than for the MT track, but no effect for TAU), but the power of the test was insufficient to yield a statistically significant effect.
It might be argued that increasing the use of any tools might lower depression and anxiety, so we conducted two additional ANCOVAs similar to the two above. However, with these ANCOVAs we replaced the Thought Tools with low, moderate, and high use categories of all the remaining tools combined (e.g., mood tracking, anger management, relaxation). Neither of these additional ANCOVAs produced any significant effects. For depression, the interaction between Treatment Track and non-thought tools was F(4, 73) = .20, MSE = .244, Etasquare = .01, and for anxiety the interaction was F(4, 73) = .96, MSE = .288, Eta-square = .05.
Discussion
This discussion will not dwell on the average BDI and BAI results and will focus mainly on tool use and its relation to depression and anxiety. The general trend for the third month was that the CT group received the largest benefit from using the thought-related tools. There was a significant reduction in depression for the CT group when they used these tools. There was a smaller reduction in depression for the MT group, but the effect was significant. There was no effect of thought tool use for the TAU group. The effect of the thought tools on anxiety was similar to that of depression (i.e., anxiety was lowered when the thought tools were used) but the effects were not statistically significant. The use of other tools such as mood tracking and relaxation had no effect on depression and anxiety.
These findings need to be interpreted with a bit of caution due to the non-experimental nature of the study. We did not manipulate the use of the tool. Rather, we acquired self reports of the tool use. It is possible that those patients who reported more use of the tools were the same patients who experienced the lowest levels of depression and anxiety. We attempted to control for this possibility by using their pre-treatment depression and anxiety scores as covariates, but this may not have been a sufficient control. Ideally, these tools should be independently manipulated and the effects of high and low levels studied in a more control, true experimental way. Nevertheless, the study is important is showing that there is a connection between the use of these tools and the reported levels of depression and anxiety.
It was notable that of all the 17 skills/tools identified by the independent coders, Thought Records and Thought Distortions were at the top of the list of reported tools. This gave validity to the CT tools of catching and disputing thought distortions and using thought records in managing symptoms of depression and anxiety. Thought distortions that the participants were trained to identify are in Appendix B. Participants reported that they were better able to identify these distortions and take a step back without the emotional reaction.
The thought records similarly required the patient to recognize their negative distortions and examine the evidence for and against the thought creating emotional distress. Patients were trained to write down the thought that contributed to a negative shift in mood and then examine the facts that both supported and negated the thought. For example: you found out you did not get a job you interviewed for and say "I am such a loser". What are the facts that support this statement and those that negate it? CT assisted the patients in decentering from the thought and assessed the validity. The premise was to come up with a balanced thought. As in the example just stated "I am a loser" a balanced thought would be that "I don't do everything faultlessly but there is much I do well".
It is interesting that the patients in the MT group showed a high frequency of reporting thought tools characterized by CT, but did not report many tools specific to MT. Current literature has highlighted the difficulty in defining the construct of mindfulness in self-report questionnaires (Baer, Smith, & Allen, 2004 ) and in selfreport assessment (Grossman, 2011) . The understanding of a construct such as being in the moment or nonjudgmental awareness will differ from those with experience in mindfulness and those who are novices (Grossman, 2011) . In the returned surveys, participants used the term mindfulness as a broader concept instead of identifying specific behaviors such as focus on the breath or awareness of body sensations. For the purpose of this study, patients in the MT had training by therapists with their own mindfulness practice and reportedly practiced the awareness of the breath and body sensations along with an understanding of mindfulness as living in the moment, without judgment. Both CT and MT have been shown to enhance emotional regulation (Corcoran, Farb, Anderson, & Segal, 2010; Farb et al., 2010) and decrease rumination via disengagement from the cognitive processes (Cambers, Lo, & Allen, 2008) . In this sense it may be difficult for the patient to specifically identify which skill they are using. As one participants stated "I am not able to explain the exact tools I use but can say that the combination of the months I spent in the program learning these tools changed my life". While the participants in the MT engaged in 30 min. per day practice, researchers in both MBSR and MBCT (Mindfulness Based Cognitive Therapy) recommended that patients engaged in 45 minutes of daily mindful practice (Kabat-Zinn, 1994; Teasdale et al., 2000) . Thus the reduced time of this practice for the study participants may have mitigated against a more vigorous and consistent integration of the practice into their daily lives and a lower reporting of MT-specific tools.
Appendix A includes direct statements from the participants returned surveys. While many reported the benefits of the program or the tools learned and practiced, it was also apparent that this was/is a continual process, that lapses occur, that patients may continue to benefit from medication in conjunction with CT or MT, and that tools do not eliminate life stressors. However, as one participant stated "Learning these tools saved my life.
Things are still quite difficult but I am managing."
Further research should attempt to find more sensitive ways to identify tool use from patients receiving mindfulness training. These patients may be using MT-related tools, but the self-report technique does not seem to allow them to articulate what they are in a way that researchers can identify and use. Additional studies should also focus on those patients with a diagnosis of Bipolar Disorder, Currently Depressed to further research the use of CT and MT for the management of symptoms of this diagnosis. Another area of research is to assess is the level of anxiety reported by Bipolar Disorder, Currently Depressed patients and examine the relationships between anxiety and depression with this population.
Conclusion
Mindfulness and CT continue to be researched and utilized in treatment of depression and anxiety. While this study has brought attention to two tools and skills in CT (thought records and thought distortions) that patients reported they consistently used to manage their mood state, it was also evident that treatment is unique to each individual and that clinicians need to find not only what is most beneficial for their patients but what are the skills and tools that they will continue to use. The patients in this study continued to benefit from the use of thought records and catching and disputing thought distortions. The formats for these tools are included in Appendix B.
